Dear Dr Patlas, We read with interest Dr Munk's 2016 editorial entitled ''The Holy Grail-the quest for reliable radiology requisition histories.'' 1 Like most radiologists, we too have become frustrated on occasion regarding a lack of relevant history in imaging requisitions. In Alberta, our province wide repository for clinical, investigative, and surgical histories can frequently make these omissions glaringly apparent. We were particularly interested with the assertion that ''poor quality information may lead to suboptimal protocoling of studies, as well as misinterpretation or nondetection of important findings.'' We were interested to know if there is evidence of negative patient outcomes as a consequence of insufficient requisition history in Canada.
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We evaluated one such avenue of assessing negative outcomes by reaching out the Canadian Medical Protective Association (CMPA). To specify our question, we asked what communication breakdowns occurring between general practitioners (GPs) and diagnostic radiologists have contributed to diagnostic imaging errors resulting in medico-legal complaints in Canada. The CMPA reviewed 15 192 cases including civil legal cases, college complaints, and hospital complaints over a 5-year period between 2014 and 2018 where sufficient information was available on closed cases. There were 487 cases involving a physician requesting a diagnostic imaging intervention, with only 17 (4%) cases reporting medico-legal complaints related to communication breakdown between a GP and radiologist. However, most, if not all, of these cases had more than this single factor contributing to the overall outcome for the patient. The leading patient safety indicator was diagnostic error in 59% (10/17) of cases. This included misdiagnosis, missed diagnosis, and delay in diagnosis.
In the CMPA's investigation into this question, they identified 3 phases where breakdowns occurred in this setting: preimaging phase, interpretation phase, and postimaging management phase (Online Appendix 1). In the preimaging phase, errors included inadequate information provided on the requisition and failure to consult the radiologist prior to imaging when necessary. In the interpretation phase, errors included the ordering physician's failure to indicate a diagnostic impression on the requisition that would allow the radiologist to pick up on a diagnostic discrepancy, failing to provide adequate follow-up recommendations on the imaging report, not specifically addressing the ordering physician's indication for the investigation, missing an abnormality, and failing to reiterate the relevant imaging interpretation in the impression section of the report. In the postimaging management phase, errors included not appropriately notifying the ordering physician when necessary, not adequately explaining the available treatment options when discussing the results, inability to relay critical results when necessary, and not clarifying ambiguous report details when necessary.
We found this review by the CMPA interesting for several reasons. First, it seems these types of communication errors do not frequently result in medico-legal complaints in Canada, at least between GPs and radiologists. When they do, it's very uncommon to relate to inadequate history on the part of the GP alone, but also on how results are identified and relayed in our reports as well as how we relay this information directly when needed. Second, many communication errors occur after the report has been completed and either or both parties may share responsibility in this stage. Although medico-legal complaints reported to the CMPA are not a comprehensive source of patient safety incidents and GP-radiologist requisitions represent only a subset of all requisitions received by radiology, this analysis does provide important insight into what kind of communication issues result in medico-legal complaints in Canada.
In summary, this CMPA review reminds us that the true ''Holy Grail'' of communication in medical imaging is multifaceted and not limited to the requisition or imaging report. It is incumbent upon us as radiologists to work to improve not only the quality of referrals we receive but also the quality and clarity of the information we relay.
